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expert panel be printed in the RECORD. 
They are as follows: 

There being no objection, the mate-
rial was ordered to be printed in the 
RECORD, as follows: 

PARTNERSHIP TO CUT HUNGER IN AFRICA 
EXPERT PANEL 

From Bamako, Mali: 
Dr. Bino teme, Scientific director, Insti-

tute for Rural Economics. 
Mme. Konare Nafissatou Guindo, Adminis-

trative and Financial Director, Ministry of 
Territorial Administration and Local Gov-
ernment. 

Dr. Niama Nango Dembele, Coordinator, 
APCAM–MSU Market, Information Support 
Project, Visiting Assistant Professor, Michi-
gan State University. 

Dr. Mbaye Yade, Coordinator, Institute du 
Sahel/MSU, Food Security Support Project, 
Visiting Assistant Professor, Michigan State 
University. 

From Maputo Mozambique: 
Mr. Joao Carrilho, Vice-Minister, Ministry 

of Agriculture and Rural Development. 
Mr. Sergio Chitara, Executive Director, 

Confederation Of Mozambican Business Asso-
ciations CTA. 

From Accra, Ghana: 
Dr. Sam Asuming Brempong, Department 

of Agricultural Economics, Faculty of Agri-
culture, University of Ghana. 

Dr. Kwaku Owusu Baah, Faculty of Agri-
culture, University of Ghana. 

From Abuja, Nigeria: 
Dr. Salisu A. Ingawa, Head of Unit, 

Projects Coordinating Unit (PCU), Federal 
Ministry of Agriculture and Rural Develop-
ment. 

Dr. Ango Abdullahi, Special Adviser to the 
President on Food Security. 

From Entebbe, Uganda: 
Dr. Isaac Joseph Minde, Coordinator of 

ECAPAPA Project, ASARECA. 
Dr. Fred Opio, International Food Policy 

Research Institute, Regional Office for the 
2020 Network—Eastern Africa. 

Dr. Peter Ngategize, Plan for Agriculture 
Modernization, Ministry of Finance. 

Dr. J.J. Otim, Presidential Advisor on Ag-
riculture, Office of the President. 

From Addis Ababa, Ethiopia: 
Mamou Ehui, Economic Commission for 

Africa. 
From Rwanda: 
Edson Mpyisi, Coordinator of Food Secu-

rity Research Project-FSRP//MINAGRI, Min-
istry of Agriculture. 

Others: 
Dr. Akin Adesina, Resident Representative 

for Southern Africa, The Rockefeller Foun-
dation. 

Serge Rwamisarabo—USAID/Rwanda, 
Francis Idachaba University of Ibadan, Nige-
ria, Kandeh Yumkella—UNIDO/Nigeria, 
Mbenga Musa, Executive Secretary of 
CILSS, Ouagadougou, Yamar Mbodj, Food 
Security Advisor, CILSS Secretariat, 
Ouagadougou. 

EXECUTIVE COMMITTEE 
Peter McPherson, Co-Chair, President, 

Michigan State University. 
Alpha Oumar Konare, Co-Chair, President, 

Republic of Mali. 
Senator Robert Dole, Co-Chair, Special 

Counsel, Verner, Liipfert, Bernhard, McPher-
son and Hand. 

Lee Hamilton, Co-Chair, Director, The 
Woodrow Wilson International Center for 
Scholars. 

David Beckmann, President, Bread for the 
World. 

Mary Chambliss, Deputy Administrator, 
Export Credits, Foreign Agriculture Service, 
USDA. 

Imani Countess, Outreach Director, Shared 
Interest. 

William B. DeLauder, President, Delaware 
State University. 

Stephen Hayes, President, Corporate Coun-
cil on Africa. 

Joseph Kennedy, Co-Founder, Africare. 
George Rupp, President, Columbia Univer-

sity. 
Emma Simmons, Director, Center for Eco-

nomic Growth and Agricultural Develop-
ment, USAID. 

Edith Ssempala, Ambassador, Republic of 
Uganda. 

Bob Stallman, President, American Farm 
Bureau Federation. 

f 

THE CHALLENGE OF 
BIOTERRORISM 

Mr. AKAKA. Mr. President, I rise to 
address the threat of bioterrorism to 
our Nation’s security. 

President Bush has asked Vice Presi-
dent CHENEY to ‘‘oversee the develop-
ment of a coordinated national effort 
so that we may do the very best pos-
sible job of protecting our people from 
catastrophic harm.’’ He also asked Jo-
seph Allbaugh, Director of the Federal 
Emergency Management Agency, 
FEMA, to create an Office of National 
Preparedness to implement a national 
effort. 

On May 9, 2001, Attorney General 
Ashcroft testified before a Senate Ap-
propriations subcommittee that the 
Department of Justice is the lead agen-
cy and in sole command of an incident 
while in the crisis management phase, 
even if consequence management ac-
tivities, such as casualty care and 
evacuation, are occurring at the same 
time. Clearly, FEMA and the Depart-
ment of Justice need to work together 
to shoulder the burden of responding to 
a large scale event. What is unclear, 
however, is how the Department of 
Justice will know that its crisis man-
agement skills are needed during a bio-
terrorism event. 

When will a growing cluster of dis-
ease be recognized as a terrorist at-
tack? How do we differentiate between 
a few individuals with the flu and a flu- 
like epidemic perpetrated by terror-
ists? When will it be called a crisis? 
When will the FBI or Justice be called 
in to handle the newly declared ‘‘cri-
sis?’’ In the case of a bioterrorist at-
tack, the response will most likely be 
the same as if it was a naturally occur-
ring epidemic. The key question is not 
‘‘how to respond to an attack’’ but ‘‘are 
we prepared to respond to any unusual 
biological event?’’ 

What would happen if a bioterrorist 
attack occurred today? It would not be 
preceded by a large explosion. Rather, 
over the course of a few days or a cou-
ple of weeks, people would start to get 
sick. They would go to hospitals, doc-
tor’s offices, and clinics. Hopefully, a 
physician in one hospital would notice 
similarities between two or three cases 
and contact the local public health of-
ficials. Maybe another physician would 

do the same and maybe, finally, the 
Center for Disease Control would be no-
tified. So, the first responders would 
not be a Federal agency. 

Across the country, local law en-
forcement, fire, HAZ MAT and emer-
gency medical personnel are doing a 
tremendous job preparing and training 
for terrorist attacks, and I commend 
their efforts. But, in the scenario I de-
scribed, they would not be our first line 
of defense. Instead, the first responders 
for a biological event would be the phy-
sicians and nurses in our local hos-
pitals and emergency rooms. We need 
to ensure that hospitals and medical 
professionals are prepared to deal with 
this threat. This is not the case today. 

This past November, emergency med-
ical specialists, health care providers, 
hospital administrators, and bioweapon 
experts met at the Second National 
Symposium on Medical and Public 
Health Response to BioTerrorism. A 
representative of the American Hos-
pital Association, Dr. James Bentley, 
spoke about the challenges hospitals 
are confronting and stated that ‘‘we 
have driven over the past twenty years 
to reduce flexibility and safeguards.’’ 
Flexibility and safeguards are exactly 
what is needed by a hospital to go from 
‘‘normal’’ to ‘‘surge’’ operations. Surge 
operations do not require the extreme 
scenario of thousands of casualties 
from a bioweapon. Dr. Thom Mayer, 
chief of the emergency department at 
Inova Fairfax Hospital, was quoted in 
the Washington Post, on April 22, 2001, 
stating that 20 or 30 extra patients can 
throw an emergency department into 
full crisis mode. 

Dr. J.B. Orenstein, an emergency 
room physician, in a recent Wash-
ington Post op-ed, wrote about the 
‘‘State of Emergency’’ the dedicated 
men and women working in our hos-
pitals and clinics are already facing 
without the added worry of bioter-
rorism. Until a year ago, hospitals 
dealt with surges for only a few days or 
a week a year during the winter flu, 
cold and icy sidewalk season. Now, 
mini-surges occur in the spring, sum-
mer and fall due to decreasing numbers 
of emergency rooms, beds available in 
any hospital, and qualified nurses. On 
May 9, 2001, the Society for Academic 
Emergency Medicine convened a spe-
cial meeting in Atlanta to discuss ‘‘The 
Unraveling Safety Net.’’ Are we, with 
all the planning and funding the Fed-
eral Government has done over the 
past few years to address terrorism, 
providing sufficient help for hospitals 
to prepare for bioevents? 

As Chairman of the Subcommittee on 
International Security, Proliferation 
and Federal Services, I am concerned 
that we are not addressing a funda-
mental problem. Would a biological 
event be a national security/law en-
forcement incident with public health 
concerns, or would it be a public health 
crisis with a law enforcement compo-
nent? I hope that the effort led by Vice 
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President CHENEY will address specifi-
cally this question and that the unique 
problems biological weapons present 
are not overlooked by any national 
plan to counter terrorism. I ask unani-
mous consent that the text of Dr. 
Orenstein’s article be printed in the 
RECORD. 

There being no objection, the article 
was ordered to be printed in the 
RECORD, as follows: 

[From the Washington Post, April 22, 2001] 
STATE OF EMERGENCY 
(By J.B. Orenstein) 

It’s a typical bad-day crowd in my ER: 
Here’s a wheezing baby who developed a blue 
spell in front of her panicked mom. This 62- 
year-old gentleman came in with chest pain 
36 hours ago; his worrisome EKG and equiv-
ocal lab tests should have put him inside for 
observation, but there’s no room in the ICU 
so he’s been waiting here for 24 hours. This 
lady, razor sharp at 89, suddenly started act-
ing ‘‘not right,’’ so her granddaughter 
brought her in; she’s been in the triage area 
for three hours, but can’t get into treatment 
because chest-pain guy, blue baby and 18 
other patients are parked in the treatment 
beds while they wait to be admitted. 

Our communications nurse just told an ap-
proaching ambulance to find someplace else 
to take its potentially critical passenger be-
cause we had no place to put him. Not in the 
ER, not in an ICU, not even in a plain old bed 
in a ward. The official term for what’s hap-
pening here is ‘‘saturation,’’ but down in the 
pit this is known as buttlock. 

And it’s happening too often, in more hos-
pitals than ours. On May 9, the society for 
Academic Emergency Medicine will convene 
a special meeting in Atlanta on ‘‘The Unrav-
eling Safety Net.’’ The meeting was called in 
December because panic buttons were being 
pushed in overcrowded ERs across the coun-
try—Boston, St. Louis, Chicago, New York. 
It was a medical version of the California 
power crisis, with our rolling blackouts com-
ing in the form of ambulance ‘‘diversions.’’ 

Up until a year or two ago, we faced this 
nerve-racking logjam for only a few days or 
weeks in winter, when flue and cold viruses 
turn into potentially fatal pneumonia, ba-
bies fall prey to respiratory and intestional 
viruses, depression fills the psych wards and 
slippery ice keeps the orthopedists busy. But 
now we’re seeing mini-surges in the spring, 
summer and fall as well. 

When I started at Inova Fairfax Hospital in 
1991, the ER treated 55,000 patients in the 
course of the year. Last year the number was 
70,000. This is in keeping with the national 
picture. In 1988, there were 81 million visits 
to U.S. emergency rooms, according to the 
National Center for Health Statistics. The 
number for 1998: 100.4 million. Meanwhile, 
over the same decade, the number of emer-
gency departments fell from about 5,200 to 
just over 4,000. Their average annual patient 
volume rose from 15,500 to 24,800—that’s 
more than 50 percent. 

In all of American medicine, the only place 
that federal law guarantees Americans the 
right to a physician, 24–7, is the emergency 
room. This is because of the 1986 ‘‘anti-dump-
ing’’ law, the Emergency Medical Treatment 
and Labor Act, known as EMTALA. ‘‘[A]s en-
forced by the Health Care Finance Adminis-
tration and recently upheld by the U.S. Su-
preme Court, EMTALA is a civil right ex-
tended to all U.S. residents,’’ Wesley Fields, 
chairman of the American College of Emer-
gency Physicians Safety Net Task Force, re-

cently wrote. Crowded as we are, if you walk 
in the door, you’ll be treated whether you 
can pay or not. Just get in line and take a 
number with everyone else. 

I don’t like this any more than my dissat-
isfied, frustrated patients do. I tell them 
that it’s like rush hour on I–66—too many 
bodies packed into a space built ages ago for 
a much smaller population. 

But like most of life, the mess is more 
complicated than that. One very important 
factor is the total number of beds available 
in any hospital—particularly ICU beds. State 
and local health agencies regulate the num-
ber of beds based on a long list of factors: 
population, estimates of disease prevalence, 
average lengths of stay. In the early 1990s, 
conventional wisdom held that managed care 
would reduce the occupancy rate. To a sig-
nificant extent, that happened, and in the 
mid-90’s empty beds forced a number of 
underused hospitals to close. In 1990, accord-
ing to the American Hospital Association, 
there were 927,000 staffed beds in 5,384 com-
munity hospitals in America. In 1999, the 
last year for which there are complete num-
bers, 4,956 such hospitals provided just over 
829,000 beds. Meanwhile, the country’s popu-
lation had grown by 10 percent. 

Many of those vanished beds might have 
been superfluous anyway, due to a sweeping 
explosion in medical technology and thera-
peutics. Ten years ago, a heart attack kept 
a patient in the hospital for just under nine 
days; by 1998, these folks were out the door 
in six. Stroke? The average length of stay 
was down by a half: 10 days to five. Home 
nursing and IV therapy freed countless pa-
tients from the confines of a hospital bed. 
But the hospital closings were uneven. In 
booming suburban areas such as Northern 
Virginia, money poured into expanding both 
high-tech services and customer-friendly 
support at mega-hospitals like Inova Fair-
fax. But some smaller hospitals, like Jeffer-
son Hospital in Loudoun County, found their 
beds chronically empty and had to close. 
(The planned shutdown of D.C. General’s in-
patient facility is a result of forces pushing 
in the opposite direction, resulting in too 
many unused beds.) 

When hospitals close, it puts more pressure 
on those that survive. At Inova Fairfax, oc-
cupancy averaged a jam-packed 92 percent 
over the past year. Thom Mayer, chief of our 
emergency department, put it this way: 
‘‘The inpatient population is so high so regu-
larly that a mere 20 or 30 extra patients 
throws us back into full crisis mode.’’ And 
that can happen during one shift in a busy 
emergency room. 

Beyond the number of beds, just how many 
are available at any given time often comes 
down to two letters: RN. A hospitalized pa-
tient needs a doctor for just a few minutes 
each day, but nursing care must be available 
around the clock. But, like hospital beds, 
fully qualified nurses have been disappearing 
fast, too. A widely cited study from Vander-
bilt University, published last year in the 
Journal of the American Medical Associa-
tion, pointed to some ominous trends. A key 
finding: The average age of nurses is rising. 
The number of nurses under the age of 30 fell 
from 419,000 in 1983 to 246,000 in 1998; by the 
end of this decade, the study said, 40 percent 
of working nurses will be older than 50. Re-
tirement will create an estimated shortfall 
of half a million nurses in the year 2020. The 
clear reason: A decline in the number of high 
school girls who go to college intent on be-
coming nurses. ‘‘Women, who traditionally 
comprise the majority of nursing personnel, 
are finding other career options that are less 

physically demanding, more emotionally re-
warding and come with a higher rate of 
pay,’’ Brandon Melton, representing the 
American Hospital Association, told a Sen-
ate subcommittee earlier this year. And men 
aren’t making up for the shortfall. 

My wife, a savvy, experienced nurse, last 
did floor work more than 10 years ago, and 
though conditions were tough enough then, 
she recoils at what she would face if she 
went back now: More and sicker patients on 
an exponentially higher number of meds; less 
time getting to know the person who is the 
patient, and therefore less opportunity to 
catch early signs of deterioration; wide-
spread use of ‘‘health techs’’—people who 
take vital signs and dispense pills but have 
no training for more meaningful interaction. 
No wonder students at nursing schools dread 
the first few years following graduation, be-
cause before they can get to the challenging, 
rewarding places to work, such as ERs or 
ICUs, they have to get experience on inpa-
tient wards. 

It’s crowding in those ICUs that puts the 
worst pressure on the ER. In the highly so-
phisticated environment of the ICU, a pa-
tient’s heart rate or blood pressure can be 
fine-tuned with a shift of an IV drip. A pha-
lanx of monitors register any number of 
physiological trends to answer the question, 
‘‘Is this person getting better or worse?’’ 
When a patient requires this moment-by-mo-
ment scrutiny and all ICU beds are filled, the 
only place with roughly equal capacity—the 
only place we can perform the same level of 
care—is the ER. This ties up our nurses and 
blocks the bed from the next guy waiting to 
get in. 

And chances are, that next guy is in pretty 
bad shape. Most people who come to the ER 
these days have higher ‘‘acuity’’ than a dec-
ade ago—that is, they’re sicker. There’s been 
no easy way to quantify this change, but, 
like tornado victims, ER does know what 
we’ve been big with. We spend more time 
trying to get a borderline patient ‘‘tuned up’’ 
enough to go home rather than be admitted 
to a busy, barely staffed hospital floor. We 
arrange home delivery of nebulizer machines 
for asthma patients. We check out the pa-
tient discharged yesterday after surgery who 
is back today, feeling weak, wondering if 
he’s really well enough to be home. I kind of 
miss the good old days when a 10-hour shift 
meant a string of straightforward technical 
procedures—like reducing a dislocated shoul-
der or sewing a complex laceration. These 
days, it seems more time is spent tracking 
down a patient’s three or four specialists— 
the oncologist, the psychiatrist, the infec-
tious disease guy—or negotiating with the 
intake person to authorize a bed or transfer 
the patient to a hospital that accepts his in-
surance. 

Whine, whine, whine. I started writing this 
as a letter of apology to all the miserable, 
aggravated patients who wonder why they 
have had to wait so many hours to see me, 
and here I am complaining about my own 
problems. I’ll try to get back on track, be-
cause the worst is still ahead. And the worst 
by far is ambulance diversion. 

It happened a lot over this past winter. In 
Boston—hardly a hospital-deprived town— 
the Globe reported that 27 area ERs went 
‘‘on diversion’’ for a total of 631 hours in No-
vember, 677 hours in December and more 
than 1,000 hours in January. And it was 
worse in Northern Virginia: In January, the 
area’s 13 ERs placed themselves on diversion 
for more than 4,000 hours. Evenly divided, 
and it most assuredly was not, that would be 
every ER refusing ambulances for 10 hours 
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every day. Almost half the time, back in 
that icy January, if you needed an ambu-
lance to get to an ER you were SOL: severely 
out of luck. 

The American College of Emergency Phy-
sicians is certainly concerned about the 
problem: Last October, an advisory panel 
proposed guidelines for ambulance diversion, 
blaming ‘‘a shortage of health care pro-
viders, lack of hospital-based resources and 
ongoing hospital and ED [emergency depart-
ment] closures.’’ But it’s easy to get the feel-
ing that others at the national level aren’t 
taking it seriously. At a public health con-
ference in November, at the beginning of the 
critical winter season, U.S. Surgeon General 
David Satcher was quoted as recommending 
that people be ‘‘educated’’ not to go the 
emergency room unless they really need to. 
Dennis O’Leary, head of the Joint Commis-
sion on Accreditation of Healthcare Organi-
zations, a critical monitoring group, was 
quoted as saying: ‘‘Quite frankly, this prob-
lem waxes and wanes . . . but without any-
thing tangibly happening it resolves itself 
. . . The system will somehow muddle 
through.’’ 

They’re right: I muddle through each shift 
worrying about patients trapped in the wait-
ing room or ambulances that can’t discharge 
their passengers at our door. I mutter hum-
ble apologies to private docs outraged that 
the patients they sent in specifically for ur-
gent treatment—pain control, antibiotics, 
whatever—cool their heels for hours on end. 
I go home exhausted and aggravated with 
myself after 10 hours of juggling alternatives 
so as not to put a patient into a scarce bed— 
telling people to try a ‘‘stronger’’ antibiotic, 
ratchet up the home respiratory treatments, 
take a few extra tabs of pain reliever each 
day, and always be sure to follow up with 
your own doctor tomorrow. I wonder which 
patients are going to be back in another ER 
the next day because I missed their real 
problems or insisted on an ineffective patch. 

Doctors and nurses have a bottom line that 
ultimately distinguishes us from other pro-
fessions: quality patient care. When we can’t 
provide this, we have failed. Our hospital ad-
ministrators and department chiefs assume 
that excellent patient care is a non-nego-
tiable minimum standard. But every winter, 
and increasingly at other times, the crash of 
the system is the quite capitulation to these 
accumulated pressures. When forced to ma-
neuver so many sick patients through an 
overwhelmed system, I just don’t know if I’m 
doing a good job any more. As a result, I 
often find myself phoning the patient the 
next day, checking in: ‘‘Everything okay 
today?’’ 

Many of the region’s hospitals have re-
ceived, or are negotiating for, approval for 
more beds. Where more nurses will come 
from is another problem. Anthony Disser, 
the chief executive nurse at Fairfax, says the 
intrinsic value of nursing is already luring a 
certain number of burned-out software writ-
ers or disappointed entrepreneurs for a sec-
ond career. Yeah, I guess we are muddling 
through, after all. 

I look forward to that ‘‘Unraveling Safety 
Net’’ meeting in Atlanta in three weeks, 
where I expect to be transfixed, like the au-
diences at ‘‘Hannibal,’’ by the horror stories 
and dire statistics of other ER docs and pub-
lic health researchers. Maybe they’ve been 
coming up with some solutions. If they have, 
I hope they haven’t been waiting till May to 
share them with the rest of us. 

f 

THE VERY BAD DEBT BOXSCORE 
Mr. HELMS. Mr. President, at the 

close of business yesterday, Tuesday, 

June 26, 2001, the Federal debt stood at 
$5,656,750,181,308.17, five trillion, six 
hundred fifty-six billion, seven hundred 
fifty million, one hundred eighty-one 
thousand, three hundred eight dollars 
and seventeen cents. 

One year ago, June 26, 2000, the Fed-
eral debt stood at $5,647,619,000,000, five 
trillion, six hundred forty-seven bil-
lion, six hundred nineteen million. 

Five years ago, June 26, 1996, the Fed-
eral debt stood at $5,118,149,000,000, five 
trillion, one hundred eighteen billion, 
one hundred forty-nine million. 

Ten years ago, June 26, 1991, the Fed-
eral debt stood at $3,500,901,000,000, 
three trillion, five hundred billion, 
nine hundred one million. 

Fifteen years ago, June 26, 1986, the 
Federal debt stood at $2,040,983,000,000, 
two trillion, forty billion, nine hundred 
eighty-three million, which reflects a 
debt increase of more than $3.5 trillion, 
$3,615,767,181,308.17, three trillion, six 
hundred fifteen billion, seven hundred 
sixty-seven million, one hundred 
eighty-one thousand, three hundred 
eight dollars and seventeen cents dur-
ing the past 15 years. 

f 

ADDITIONAL STATEMENTS 

TIMOTHY J. RHEIN 

∑ Mr. BREAUX. Mr. President, I rise 
today to pay tribute to Timothy J. 
Rhein, who recently retired after 34 
years with American President Lines, 
Ltd. APL is today one of the world’s 
largest shipping and intermodal lines, 
and a globally recognized brand, 
thanks in large part to Tim Rhein’s 
leadership. 

I came to know Tim through his ap-
pearances before the Subcommittee on 
Merchant Marine, and I can personally 
attest to his commitment to merchant 
shipping and his leadership in the U.S. 
shipping industry. His rise to president 
and chief executive officer of APL from 
1995 to 1999, and then to chairman, was 
marked by key decisions in a difficult 
business. 

He was instrumental in expanding 
APL from primarily an Asia-America 
business into a truly global operation. 
He gained a decisive edge on his com-
petitors by embracing information 
technology earlier than anyone else in 
his business. He knew the numbers and 
metrics of his business better than 
anyone. He was rarely at a loss for an 
answer before our committee, and al-
ways worth listening to. 

And he worked very hard at devel-
oping one particular line of business— 
the U.S. military—to the point where 
our government is today APL’s largest 
customer. One of the reasons for that 
success was his understanding of logis-
tics, of managing supply lines, a crit-
ical skill to the military as well as to 
APL’s multinational corporate cus-
tomers. 

But without doubt his toughest deci-
sion was to negotiate the sale of APL 
to a non-U.S. buyer, in order to protect 
all of APL’s stakeholders and to pre-
serve the APL presence and brand. 
APL was the oldest continuously oper-
ating shipping company in America, 
and a premier US-flag shipping com-
pany. He stuck his neck out on that 
one, put his reputation on the line, and 
negotiated the sale personally—and 
successfully. 

Tim Rhein understood his business. 
He was a nimble and gutsy decision- 
maker, and we in Washington will miss 
his understanding and knowledge as we 
continue our pursuit of a policy to pro-
mote a strong U.S. flag maritime ship-
ping presence. I hope he will continue 
to avail us of his knowledge and wise 
counsel. 

Good luck in your retirement, Tim 
Rhein.∑ 

f 

DEATH OF ROBERT MCKINNEY 
∑ Mr. BINGAMAN. Mr. President, ear-
lier today I sent a letter to the oldest 
daily newspaper in the West, ‘‘The New 
Mexican’’ regarding the death of its 
publisher, Robert McKinney. 

Robert McKinney was well known to 
the Senate. His decades of service to 
this country, in one capacity or an-
other, and his remarkable career in 
business and publishing brought him 
into contact with many of us, and with 
colleagues who have preceded us in this 
body. He and Clinton Anderson, late a 
Senator for New Mexico, were great 
friends, and worked together on the 
San Juan-Chama water project for our 
State. 

Five presidents called on him for 
service from Harry Truman through 
Richard Nixon. He put his prodigious 
skills to work at various times at the 
Department of the Interior, the Atomic 
Energy Commission, and the Depart-
ment of the Treasury. Under President 
Kennedy, he served as our Ambassador 
to Switzerland. 

He was a fine citizen, and a good 
friend who will be missed, but whose 
influence, I know, is ‘‘a widening rip-
ple, down a long eternity.’’ The world 
is a better place for his having lived. 

I ask that my letter be printed in the 
RECORD. 

The letter follows: 
LETTER TO THE EDITOR OF ‘‘THE NEW 

MEXICAN’’ 
To the Editor: With so many others, I was 

saddened earlier this week when word came 
of the death of Robert McKinney whose 
American life made him one of the world’s 
distinguished citizens. When he died in New 
York on Sunday night, this man of the 
American West had forged great successes in 
business, journalism, international diplo-
macy, public service and public policy in the 
course of his ninety years. His was the ‘‘life 
well lived’’ and much of it was lived in New 
Mexico where he was the deeply respected 
publisher of this newspaper. 

He was a singular individual with a wide- 
ranging mind, vast talents, and varied inter-
ests. He brought his considerable energy to 
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